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ALTH CARE IN MAHARASHTRA 


1. HE 


1.1 Introduction 


yok. ms" (Nathan 
ocietal level such as the "large outa: a * ne 
Da Ke 91. hich constitute India’s linguistic & + development 
ae people. health policy and the ree) gels given 
re the field of health ig a fanéetion of ea is the 
political structures. But even as nae! ( td in Althusser 
determinant factor only in the last instance je twa aut Gans 
1977 iy 2 a Althusser went farther when he po es of hee 
‘from the first moment be pie ei a fone ee ee psa 
stance never comes’ (Ibid p Ae c ; i, sé 
Meru a China and certain Latin American countries = - 
Cuba snd Nicaragua which have attained remarkable indicators 4 
health without a high per capita income (P.C.I) or high level o 
industrialisation points ‘to the need to look at the social and 
political structures which impinge on health development more 
deeply. 


An observer of the health indicators of Indian states will come 
across two broad patterns of commendable growth. One typified by — 
Maharashtra and Punjab which have attained relatively high 
indicators of health against the background of a high P.C.I, and 
moderately high CMIE index of economic development and the other 
characterised by Kerala with a very high development in health 
indicators, but in the context of a low P.C.I, low level of 
industrialization, as opposed to comparatively better 
infrastructural indicators as reflected in its CMIE index for: 
infrastructural development. While the first pattern could be 
attributed to the trickling down effect of Gapitaliat 
modernization of an industrial-cum-agrarian - variety in 
Maharashtra and of a predominantly agrarian variety in Punjab 
(Duggal R 1992) the second pattern ie rooted in certain cont ai. 
Te ee ei and demographic particularities of Kerala 
larakan P.K. 1984; and Nag Moni 1989) of which the social and 


Political are of relevance to us i 
health development in Maharashtra. mH our understanding of: the 


1.2 Historical Antecedents 


Both Maharashtra as WELT a 

s -4a3 Kerala hav 
carisaee of the lower castes. Maharashtra nol ain Seige 
: er ead in the social reform movement in th ne rae hee 
atyashodhak Samaj - set up by Jyotib ¢ SOx cen the 
Ae the leadership of the movement remained 4 
cm is and other backward castes (oper. Tt. » a 
yotiba Phule and with the entry of the Mopeteex the death of 
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Shahu Chatrapati th 
at the lead i 
rt —. landed elite among Ra lsreaches (G et" to the 
-41 and pp 53-63). | “pee Ore M.S. 1989 
Seeovhon-brahanin ptt so: A a ial of this trend in 1930s 
Congress (Ibid pp 68-70; omvedt. G 176 poe absorbed into the 
currents of radicalism within the p.2). Still there were 
- bhé. -reor . non-brahmin movement s 
presented by the Peasants and Work aan ae 
by Keshav Rao Jedhe. It must be bo : orkers Party (PWP) led 
elections the und Bees Denon cet aeeeeT ieee the 195 
ivided Communist Party of I . 
non Brahmin radical parties such ag the PWP eters ont the 
Same percentage of votes as the Ag PI it Cement the 
about 15-20% (Omvedt. G 1976 pp 281 -f Seeaee and Andhra i.e 
formations floated by Dr. Ambedkar such ers The political 
MUMNEEGE.ELP) and tho! Repabtican Party of India (RE Ie on 
could not go too far in mobolisin 11 ae ae ali 
BUEN oe l-P ili j}ccmeMowApde. the ond of Mig dite in ine 
hep e en Of Whisestife -in 1956 
ivolved in a series of corr 
Manohar Lohia and his associates on ar allt ah eae with Dr. Ram 
BEERS and: the soeialiete. Ciba howeree sees the Dalit 
fiehia, 1979 pp 29-37). With the aerate 5 eter 
the Congress fold a formidable fort # O.B.C. Mae caaiee 
oper itis : ress of 0.B.C. - Maratha- 
rahtein alliance was built up (Zelliof. E 1970 and Omvedt. G 1976 
p.2,p281) which distributed the benefits of power to the elites 
of these 3 groups and later on extended its spoils to the Dalit 
elite also. In the process whatever development that has taken 
place in such sectors as health which are intimately related to 
the well being of the people is more out of an evolutionary fall 
out of developing capitalism, which for its unhindered growth 
required also that some form of a new patron client relationship 
avast between the elite-politicians and the electorate. 
rgely uncommitted model of development has resulted in 


vast rural - urban and intra regional disparities in Maharashtra 
to which even the unpreparedness in facing the current drought 
can also be attributed (Dhanagare D.N. 1991). We turn to these 


points in detail at a later stage. 


In contrast to the socio-political scene of Maharashtra the 
social reform movements of the Ezhavas_ and Pulayas of Kerala 
which began during the 1890s prepared the social base for the 
anti-establishmentarian politics of the state. The Ezhava elite 
in their quest for better social status had mobilized the poorer 
sections of their community, who in the process got radicalized 
to an extent beyond which the elite could not satisfy them. 
(George 1980) At this point they turned to the communist movement 
which was emerging. True, the Travancore kings had created a 
large middle peasantry after crushing, the Nair-feudal 
aristocracy, confiscating the land held by them and declaring all 
former tenants of this aristocracy as the tenants of the state 
who were later on granted ownership rights also in 1865. 
(Verghese T. 1970 p.64) True also, that in order to satisfy the 
aspirations of this large middle peasantry who became the social 
base of the so-called modern Travancore, the state had embarked 
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its mas 


- eaction 
Now, it has reached a stage where for fear, a pe te 
even the rightist political parties ee the state level. 
consensus too much when they come to power a 


; i sifics of 
In the following presentation we look into the a 
Maharashtra’s development in health imu: Che ce ee 
socio-economic indicators to substantiate the ° aed i ago 
above. We will be making comparisons with Punjab an P - Hees 
already mentioned and also with Bihar and Madhya Prades -P) 
Which are not as developed as the other 3 states. 


1.3 Socio-Economic Indicators 


Wherever not mentioned in the text the sources of data used in 
this paper are stated with the Tables and Data sheets given at 
the end of this paper. Maharashtra has a population of 79 
million according to 1991 census and with 9.4% of the country’s 
jand area, it is one of the largest states in India. Its density 
of population of 256 persons per sq.km in 1991 is comparable to 
that of India which is 267 per sq.km. At 1970-71 prices the 
State had a per capita income of Rs. 1039 in 1986-87 which is 
second only to Punjab which was Re: ° 1652. (ee percentage share 
of the manufacturing sector to State Domestic Product (S.D.P) in 
1988-89 at 1980-81 prices for Maharashtra was the highest in the 


country at 22.80%. It also had the largest number of persons 
working in non-agricultrual enterprises. 


followed in the financial sector with the hi 
deposits and advances. In most of these indi 

development, Bihar and M.P fare very poorly, Punjab not onl 
Scores highly in per Capita income but. ~abee registers bes 
financial indicators. Basically an agricultural State, Pcie 


boast of 91.3% of irrigated 1z 
te} ‘i ~~ nd CS 8 S - 
epoeeete Kerala has widdle 1eush of PCT ed to Maharashtra’ s 


Share of the manufacturing sector to S.D Pp. coe Opa 
in non agricultural 4a 
but higher per capit 
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even Madhya Pradesh, 
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enterprises compared to 
&a bank deposits and like 
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to both the 
these two states and the 


Among the other infrastructural indicator 
S: of i 

et ty that Maharashtra has achieved 100% eee * 

S villages. However without the data on rural donesee 
Beeowetion of electricity, excluding agricultural consum td . 
this data can’t carry us too far. In total road length: Pe 1000 
Sq.Kms Maharashtra comes highest, -with M.P a Rat nde ac d 
Again without the Rural-Urban composition of this data we a 
infer much. When it comes to percentage of villages contiacaenae 
all weather rougsy aan. Kerala it.ds 100% ana Punjab 99%, 
Maharashtra Ss position .is a istant 3rd with 53%, which howewed! 
is much higher than that of Bihar and M.P which are abysmally 1 
at 35% and 23% respectively in 1987-88. | tn 


Maharashtra has an urban population of 38.73% as 
Census which is the highest in India. ‘Punjab and vata han ae 
and 26% urban population, respectively. A large part of 
Maharashtra’s urban population is concentrated in Bombay itself. 
The state according to 1981’ census has to look after the well 
being of 22.6% of the population who are either scheduled castes 
(SC) Scheduled Tribes (ST) or Neo-Budhists (who are $.Cs who got 
converted in 1956 with Dr. Ambedkar). Punjab has the highest 
S.C. population of 26.9% whereas M.P has a combined total of 37% 
me DCs and STs. ' : 


Average size of land holding is an important indicator of 
distributive justice in a predominantly agricultural country like 
ours. However, here Maharashtra falls with the states like M.P 
and Punjab where the average size of holding is as high as nearly 
3 hectare. Thanks partly to the successful land reforms in 
Kerala it is only 0.36 hectares and in Bihar only 0.87 hectares. 
Latter definitely mot due to land reforms, but the high 
concentration of land in a few hands. 


Coming to human indicators of development the sex ratio in 
Maharashtra in 1991 is 936 females / 1000 males which is not much 
higher than India’s average of 929/1000. This is far higher than 
Punjab’s 888/1000 or Bihar’s 912/1000 but less than 1040/1000 of 
Kerala. Nowadays however under reporting . of women is suggested 
as a reason for the low sex ratio. In literacy Maharashtra has 
made a remarkable improvement between 1981 and 1991 from 54% to 
63%. Percentage of female literacy is all the same low at 51% in 
1991, but even this is much higher than the national average of 
39%. Drop out rates in I -.Vth standards between 82-83 and 86- 
°87 was 42.1% in Maharastra, which was slightly lower Se the 
national average and closer to MPs 42.4% and Punjab s 39.4% but 
is far below Kérala’s achievement in this field of 0.4%. 
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ppc ° eta. 
alt §ta . 
oe at patie through ‘ 
the family welfare se 
assessing performance | a. ee 
etaney, infant worbeteas ” are indices directly 
In life expe “total. deatiie, which are pier 
Sf in are and Ain Sether family we a mrad 
linked to eo ‘vate and a meeteel arege = wee oe 
ey ce ele to health, © béth Maharashtra an pe 
inte rly similar levels of moderate he Bf Mee bes 
eae bg, falas high level of attainment and at the o mete 
peiage panes he MP. and Bihar come as low at ee wn POO 
roa ee differences are manifest in Maharashtra oe pie r rice s 
i f M.P and Bihar. In the case of Maharashtr 
ee eee hich is 64/1000 in rural areas as compared 
co et oe ae urban areas. Punjab has a lower I.M.R 
pig: une 1 ce while its urban IMR is almost the same 
pestle aia ba aS abl to bridge the rural- 
as Maharashtra’s. Kerala has been able ; at 
urban gap in health indicators and interesting yy 2 see 
indicators like birth rate and marital fertility rate rural areas 


score over urban areas. This has been primarily due to the 
infrastructural development in rural Kerala, including health 
infrastructure. Maharashtra’s decenial growth rate (1981-91) of 


25.43 is higher than the national rate of 23.56. 


This could have been comparatively lower but for the death rate 
which 4775, 446 '0.5 less than Punjab’s and somewhat closer to 
Kerala’s 5.9. Migration from other parts of the country to the 
urban centres could be another reason. 


The larger Studies on morbidity in India are those conducted by 

the National Sample Survey Organisation (NSS). But most of these 

have shown very low rates of morbidity compared to the. studies 

undertaken by some non-governmental organisations. For example 

the 28th round of N.8.8. conducted in 1973-74 showed that for a 

recall period of two weeks, prevalence of acute diseases was 

27.57 per 1000 population in rural Maharashtra and 32.18 per 1000 

mi dea locale ede was in comparison with 22.46 per 1000 

ndia as awhole and 29 TEAIN00 in urban Indi 

: eae ndia. 

pend oh We ee “hen tosis Of Maharashtra recorded 1609 re 

2 DO, aS against Rural India’s 2098 100,00 

cul yO POS The 42nd round. ioe hose i re Be 

Prevalence rate of 64/1000 in rural] sets < eee ee 

1000 for She ecu, yaa a ° of India and 31 per 

Statewise breaku of ie ms ane nae ora ae of one month. 

Pp Of this data is not avails = 
due to the extreme] AINE geen ape 
“mMely fragmented manne ir ; 

presented.  etudy conducted bp anmnae Sg in which data is 

district of Maharashtra none , a a ia LT 1987 Ey the Jalgaon 

quite higher thEA the reo “figuee Prevalence rates are 
D eures., FOr a recall Period of one 
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ieee Deas tee rate for acute episodes was 95.40 per 1000 
re ee chronic prevalence of 4702.71/100,000 population 
 » aS a wee tve0 PST & P 17). Another F.R.C.H. study in 
Pa ; st adhya Pradesh Which is being finalised showed 
ie 2 evalence rate of 162.17/1000 . for. a one month recall 
period and. a chronic prevalenc2 rate of 12824.46/100,000 (FRCH 


1992). A study conducted b 
: y the Kerala Sasthra Sahit Pari 
Bae? ge deel rates of morbidity in Kerala eee. rs ae 
Pe 2 igures. For a 2 week recall period Kerala has 


shown an acute prevalence rate of 206.39 per 1000in 1987 anda 


corresponding figure of 13802/100.009° 
ailments (Kannan K.P et.al) Bes <2 eh, S. Beene aeecer te 


I ie 45 


An evaluation study conducted by the National Institute o 

and Family Welfare (NIHFW) in 1986-87, after the ee 
programme was declared part of technology missions, children aged 
between 0-23 months showed that the states of Kerala and 
Maharashtra had achieved extremely high rates of immunization 
followed by Punjab which ranked moderately high while Bihar 
showed very poor achievement (Sokhey. J 1988 p.29,p.38). However 
the N.S.5. study of children 1-15 years which obviously included 
children born before the mission started and could not be 
effectively © (immunised later showed much lower rates of 
immunisation (N.S.S.0 Sarekshana April-June 1991). 


It needs to be brought out at this juncture that the major 
illnesses of children in India such as diarrhoea and respiratory 
infections are not immunisable diseases and that therefore the 
attempt to -project the immunisation programme as the guardian 
angel of India’s children has to be taken with a pinch of salt 


only. 60 -. 90% of deaths in the early age groups are caused by 
diarrhoea followed by respiratory infections. (Sathyamala, 
Seminar 354, Feb 1989). These non immunisable diseases deserve 


more attention because it is the children of the poor who are 
more prone to these diseases due to inadequate standards of food 


and hygiene. 


1.5 Health Infrastructure 


registration information on private hospitals and 
sein cries in India is far from satisfactory. But on the basis 
of the data from the registered hospitals and dispensaries pa 
find a bias against the rural areas in many states. In ard: 
hospitals and dispensaries the rural-urban os Sata is et 
high in Maharashtra. Eighty’ eight percent of hospita ‘st ae 
of dispensaries in Oe terial are ae np Rae tckiity, A, 
registration data on hospita s seems aoe ; Bi 

‘stered is very low. But within this e ru 

Boban i peetieege is more even. In dispensaries a very high 


7 


ii tynine 
' 1 areas. | Seven 

are in rura es are in 

oe) Pen and 71% of di spens*aaaa 83% of 

pioderaia ste eee aad hospital; Tia. 
t Ww : 1va 

Eee vaharaakeee are in the pr ies are in the 


—_ ad . * sing 
p a 


the public health 
t be met by ; > £ 
le which canno ? orgs e expansion o 
aApL TART GAS 6° Ecentrates more oe a quanti Lae ofa 
ile es care. But eae evs dregs the #41 ae aes 
4 ddle class whose z ivation 
PA olen of ae money, expansion of cash crop culti 
o the 
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percentag 
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rural areas. 
all dispensaries 


+1; i beds in 
There is a high disproportion in ayailability of hostiiaa. pags 
Maharashtra between rural and urban areas, ait g had ene 
cakes 4% M.P or Bihar. While there is only one ms Pe Re aay 
cero jn rural Maharashtra it is as low as a F es eee 
persons in urban Maharashtra. Rural Punjab has a F POE . 
ratio of .1:1596 while urban Punjab has a ratio o : 2 . 
Keraia the rural areas have 1 bed per 520 persons, as oppose ‘ 
1:235 in urban areas. The rural-urban differences in.,hea + 
infrastructure poses an even greater problem because only 93% of 
Maharashtra’s villages have all weather roads. In M.P and Bihar 
where rural transportation is far less developed the urban bias 
in health infrastructure development will be compounded many 


times. There was one public hospital bed available per 1348 
persons in Maharashtra as against 1 private hospital bed for : 
every .2133 persons. In ..Pongeab ft was 1:1104 (Janedeeeeee 


respectively. The Kerala rate for the same were 1:985 and 1:655 
respectively. The above data refers to the year 1990. 


In the Governmental rural health infrastructure Maharashtra has 1 
sub centre per 5145 persons as on 31.3.92 which is the best among 
the states we have chosen for comparison. The state is third in 
the PHC population ratio - 1 PHC per 292431 persons. Punjab is 


the first in this with 1 PHC per 6928 persons and Kerala a 


distant second with 1 PHC per 23442 In the Com j 
5 3: ; munity H 
Centre (CHC) population ratio the state is second with ae 
1.69 lakh Population. Punjab is first here also with ratio of 
sate eds a third with #23. 96 lakhs. Among the 5 states 
ompare anarashtra is in t Lti i 
radial distance covered by ee vohick 72 ape 
it is as low as 2 oe Kin in Kerala, 194 i 
¥: poe Kms in Bihar and 
dee In a case of PHCs, Punjab has the loweke tg ame 
Bikes ie eRe 2s Te dee by Kerala with 3.59 Kms he 
bier , TS . nm tanarashtra it ; i : 
Fi M4, maximum radial distance served Bee rare nish 230s Kms. 
in ae bigs 13.4 Kms, Kerala second with 14.78 Kn MR, 
Meal =o ott high distance People in Mahareai h 
rural public health ce 11s for remedy CS: the basic units. of 
~ 3 1A Ss or > ; : : 
rural areas, (Rural Health Bulletin March jegge 1. Soar 
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1.6 Health Personnel 


The distribution of B : 
Miia is” keehis a ty sock ad) the 4 states except 
observation is based on the 1981 ree ae ae Tats 
Me igcenucgia ean ts. e _ census data which we feel is 
Beat rive at certain patterns than the Medical 
ae ance weer yt councils lists may contain more hana eee 
1 ave ie Te 
practitioners register Mienasatoiaae ee 5, Eihs REL ae 
eS hae yet ea? we have only computed SéycontSae ae 
ategories o octors whic i 
drastic change during 10 years. ee ee ee ares 
Maharashtra are in urban areas. An even higher 77% of then oue 
in urban areas in M.P followed by Bihar with 65%. In Punjab the 
rural a urban break up of allopaths is more balanced at 40:60 
respectively. In other systems also the pattern is not widely 
different except that the percentage of ayurvedics and homeopaths 
in rural areas is more in Bihar, while the corresponding 
percentage of homeopaths is higher in Maharashtra. M.P also has 
a slightly higher percentage of Ayurvedics in rural areas. 


1.7 Health Expenditure 


To know the emphasis, growth and the extent of health care in the 
country/state it is important to look at the expenditure on 
health. There are three major groups in the provision of health 
care and consumption of health resources in India. The public 
sector consists of the Central government, State government, 
Municipal and Local bodies. The private sector includes private 
organisations and institutions, corporate bodies providing 
medical care to their employees and .the NGO’s. Thirdly the 
households constitute the largest constituent who spend on health 


care. Compared to the private health sector finances, data on 
public health sector finances is fairly well documented. 
Public Expenditures 
j a 10 £6.72 
The total financial outlays on Maharashtra are around 
percent of the outlays for “india: A breakup of the plan 
ngs out the fact that in the ist plan period, the 


andi bri 
ee on counane 46.44% of its total plan expenditure on ou 
and Community services, which got reduced drastically to “ a 
in the 6th plan period. Irrigation, caper and gst a 
became top priority, this was at the cost of Social and et wy 
Services. (Planning commision, state ae ears e - 
GOL. Statiatical Abstract of Maharashtra) This shi + oe fe 
could be attributed to the presence of the strong eecn 2. Ai: 
Maharashtra politics. There is a wrong assump 


é lal a Community 
j jority to the Social and 
cha phim Mie re flo ang pene public expenditure of 


ing the latest ‘t A 
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t expenditure (rev oe ae and Community 

of a total governmen a spent Pen 0.54% on family 

Rs .117437.63 511 oe ae ana public hae ‘tation and 0.94% on 

services, oe hae water supply . and san x 

Be (Govt of Maharashtra 1992). 7° eee 

iture on health wt Maharashtra 

: : nds in expendi ear 1985 Ma ar 

oes fre a holds true. For the ie Go per capita.aee 

Staves, A 


i alth of only Rs. oe 
= a ae total government revenue expen 
_ year which was 6. 6 
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i ‘ 3 oorer state 
i aa be noted is that Kerala is econ ee ‘pe 
a ah a, put. st e 
ee se ae sector in Maharashtra in the late 
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in Maharashtra from 6.3% to 3.68%. 


a re like 
ee ee eee oConbonen ua one fine 
ashtra between the years a e 
dah ete restr te fonts plank eervions, (11 208) and 

Ss ogrammes eee). t 
ee ator Pe sae 50% of their health expenditure on 
provisicnu of curative care services, as compared to Maharashtra 
which spends only 24.64% of its health budget on curative care. 
Various studies have Shown that curative care is the main need 
of the.people in rural areas, but what is instead given is family 
planning services. Family Planning is one of the main priorities 
for all the states and there has been a Steady increase in terms 
of outlay and expenditure. The large allocation to disease control 
programmes is more a historical one. The large health bureacracy 
is supported under this programs. The various national © 
Programmes which were started had a huge army of personnel 
employed for the eradication of communicable diseases like 
Malaria, Leprosy, Cholera, T.B etc. It is te maintain this army 
of personnel that the major part of the expenditure is incurred. 


(This fact is proved ,when we examine the detailed breakup of 
expenditure under each item) ._ 


We have analyzed the expenditure under a 
Public health and Family welfare in M 
1990-91. Maharashtra Spent totally Rs 
health sector. 41).01% 

account, 43.94% was spent o 
Was spent on family welfare 


ach major head- Medical, 
aharashtra during the year 
: 4020.79 Million on the 


Out of Rs.1608.93 million on the medical account 45. 36% 
ae i ny . was 
received only 3.55% Pet, While rural medical] relief 


6, Employee otate Insurance 

ea =) ance § 

ie aia On its various hospitals and dispens iar ag 2 
only for the. organized Sector employees) inte te eee eee << 


amounts to 24.61% and 
10 


22.70% was spent on medical educ 

tion. Thus 
80 to 85 percent of the m di a i 
to urban areas. oye Pocoun 


it is evident that 
t expenditure is diverted 


Within the public health account 43.40% 
incurred on Direction and Ldministration, en in additicen t 
the expenditire on Salaries under each programme head Di ies. 
Control Prograinmes accounted for 35.23% of total ex Serrprer ee 
under public health account. Within the tien Comtned 
Programmes more than half the amount is spent on the Malaria 
Control Programme; followed by Leprosy control programmes. Both 
| these programmes accounted for 80% of the expenditure in the 

Disease Control Programmes budgets. Out of a total expenditure 
on malaria of Rs.372.51 millions, 66.66% goes into salaries. In 
most programmes 75% of the expenditure goes into salaries and 
very little on materials and supplies (which includes expenditure 
on drugs). 


expenditure was 


In respect of family welfare services there is priority given to 
the rural family welfare program 23.25% of total FP expenditure 


as compared to 5.98% in urban areas. Maternal and Child health 
services which is a crucial area is allocated only Rs.119.85 
M@aarions (18.59%). Here too when we look at the selected 
programmes, we find that salaries takes a major chunk of the. 
expenditure. From the above analysis we infer that the State’s 


major part’ of the expenditure on health gives into salaries and 
for the urban areas. 


Private Expenditure 


As mentioned earlier data on private sector expenditure on health 
is not generally available. There are micro level studies which 
give a fair account of the extent of private expenditure. A 
study undertaken by FRCH on household health expenditure in 
Jalgaon District of Maharashtra brought out the fact that on an 
average, a household spends Rs. 182.49 per capita per year on 
health care, which is 7.64% of total consumption expenditure; 
out of this total per capita expenditure 68.50% of Bo. 
expenditure goes into practitioners fees and medicines. ie 
viewed in terms of rural urban differences we ~sigetinenly os 
househoulds spend Rs. 192.19 per capita per — . ee 
urban households spend Rs. £710. STA With regar ee oe ai 
expenses for each case the average cost i me “ ae 7 
average cost of a delivery was Rs. 208.92, te ob a aah Se 
300.43 and of a pregnancy Rs. : avoas 2a 235 63 per case 
; } é a Sn “eee 
differences maternity in rural prees ont ith Amin. 5 1984)- 
and in urban 5 comparable with a similar study in 
These findings are “ken by FRCH which is presently 
districts of Madhya Pradesh undertaken by ‘ine Roan 
14 The average per capita expenditure < 
under publication. he above study worked out to Rs. 278.40 per 
wee Pete eae ey aitthe ‘expenditure going into doctors fees and 
year, with . ° 
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medicines. The health expenditure as percentage to total 
consumption expenditure was 7.7%. In another study undertaken by 
Kerala Shastra Sahitya Parishad (KSSP) the per capita per year 

178.33 (Kannan K.P 


expenditure on health in rural Kerala was Rs. : 
1991). These above studies show the high cost of expenditure on 


health borne by the households. 
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2 REGIONAL VARIATIONS WITHIN MAHARASHTRA 


2.1 Background 


The state is Presently divided into 


ee  Sastte, Pune, Aurangabad, Amravati and Nagpur. The 
ee the olde ites of Konkan, Nasik and Pune divisions fall 
ccs. aoe on of Konkan and Southern Maharashtra 
Te At nt 3 fe ao vely better developed economically, compared to 
-.. As pe oo Amravati and Nagpur divisions which 

aratwada aud Vidarbha regions which are less 
meeered. Sticking to the more popular older regional names is 
cach i ec sa analysis of variations over a larger 

cal area an those covered und ivi 

Which are smaller units. nder the new divisions 


6 administrative divisions 


Density of population is the highest in Greater Bombay according 
to the 1991 Census which is 16,434 persons per Sq.Km. Thane 
which is developing as a residential suburban district of Bombay . 
comes second - 547 persons per sq.km with other relatively urban 
districts such as Pune and Nagpur having 352 and 332 persons per 
sq.km respectively. Greater Bombay has a low decennial 
population growth rate of 20.21; this is because the residential 
suburbs of Thane are attracting more of the recent migrants where 
the growth rate is as high as 55.95. Growth rate is relatively 
high in the other urban districts of Pune, Nasik, Nagpur and 
Aurangabad which are fast developing growth centres of the State. 


In terms of economic development Greater Bombay ranks highest as 
per the CMIE index for socio-economic development which is 1088 
points followed by Pune at 175 points and Thane at 165 points. 
By and large the districts of Konkan and Southern Maharashtra 
score higher on the CMIE index of economic development whereas in 
Marathwada and Vidarbha regions 1% is only the more 
industrialised and urbanised districts which score relatively 
higher than the other districts, some of which have scores as low 
as 42 (Parbhani) and 45 (Qsmanabad). As per 1991 | ree 
percentage of urban population and percentage oo fk 
workers in total main workers is obviously high re the more 
industrialised and urbanised districts mentioned already. 


} 5 jndicators of development, as far as 
eee tnt form of transport in rural areas 


S ich is the main | 

a ee. eee Marathwada and Vidarbha regions lag er 

hile the Bonkan and Southern Maharashtra are much better o i. 

this regard Since all villages in Maharashtra are presumably 
1 - 


i j Gs 
; S be an indicator of developmen 
eeeessied) this center ome consumption of electicity a 


sed data on domestic const icts is not 
i ecra) comparison between divisions/ district is 
possible. 
is 


is not yet 
91 census 
wise data for Sided literacy rate after 
Sines See ee* ort calculate the exac which was the 


7% oO ulation, 

ee Gg years ftom me Tote eee ver we aera the 
deducting the in the 1981 census. 1981 figures on the basis 
practice followed + ranotaeenn from the h and divided the total 
0-6 age group by ext jal population growt ulation minus the 
of the cnerest ae by the total hg PO that there is a 
number of ane age group which nereese of the #iwebiees 
ee tramei eae eum ercentage of literacy ‘n divisions as against 
es See sper a Amravati and page pale Parbhani, Bid 
OF Suman =! ivision. Districts o ly 45.50%. In 
eee eewebad alyis ‘literacy rate of only ee 1 

Aurangabad have /ite ‘at 42.87%. Female 
Gadohirol! in Negpur division it is even lover at 42.87% Female 
literacy is the lowest in many of t between 26% to 30% only. 
division and Gadchiroli where it ranges 


: «workers were 
According to 1991 census nearly 40% or sere 0! = aan prebbeony 
icultural labourers in all districts badodeee agen 
Pabhani Nanded, Osmanabad and Latur in saree. The 
Wardha is Nagpur divison Ot ie ed acne Douce. 
landless or margina : 
oie Be when we find that the average size ee hips = it 
almost uniformly higher in the districts of the old wre: o = 
and Vidarbha regions. When we add up the Scheduled pate and 
Neo-Buddhist population Marathwada and Vidharbha have a larger 
Dalit population -than other regions. Scheduled tribes are 
concentrated more in Dhule, Gadchiroli, Nasik, Thane, Yavatmal 
and Chandrapur districts which also have higher percentage of 
land area under forests. 


Analysis of sex-ratio Shows that in the districts such as 
Ratnagiri, Raigarh, Sindhudurg which are closer to the Bombay - 


Thane industrial belt, females are higher in number. This is 
largely due to male out-migration to the Bombay - Thane belt for 
employment. It is again male in-migration Which is responsible 


for the low sex ratio of Greater Bombay and Thane districts. 
This phenomenon seems to be the reason for a sex ratio favourable 
to females in Satara and its reverse in nearby Pune. 


Female Participation in agricultural labour 
census is. higher than that of men in all distri 
Maharashtra. This is true of India as a whole also. ee 


however particularly higher in the districts of M 
Vidarbha regions and Dhule and Jalgaon in Nasik divisdo. i and 


a5 per the too} 


2.2 Health at the District Level 
Data on health indicators | 
Even though information on healt 


covers only the Govt. health sector, +s available, this 


‘With nearly 


on the private sector which accordin 
; & to various s 
1989 and FRCH Repore “iocur health care needs. (Dugesl & hats 
Ret there eH nds Bea ooting eer All the same we find 
“ agains arathwa 

regions in “setting up “PHcs.” fiiie'ta "gpstiweda, and Vidarbha 
er ae rt ts ave PHC population ratios very close to or oie 
eget nes ee ie slg of such districts is limited to 7 out of 14 
eee n onkan and Marathwada. Such a clear patter 

rnot observed in the case of sub-centers As re ds the 
endemicity of certain diseases such as Cholera Hepatacte ae 
Diarrhoea for which district level data is available = a fi ri 
pattern is seen across the districts. ota 


2.3 Health Status of Tribal Pockets 


Tribal areas are supposed to have 1 PHC per 20,000 popu 

one sub centre per 3000 population. As ey thoes eae 
Maharashtra requires 265 PHCs in tribal pockets and claims to 
have fulfilled this norm by setting up the required number as on 
December 1991. Madhya Pradesh needs 752 PHCs in tribal areas 
While it has only 633. Kerala requires 55 tribal PHCs and has 
58. Maharashtra similarly needs 1662 sub centres in tribal areas 
but have in position 1603 as on 31 December 1991. M.P needs 5019 
sub centres but has 4935, while Kerala needs 369 sub centres and 
has 174 only. (Rural Health Bulletein March 1992.) 


2.4 Health of Women 


With regard to the health of women, not enough data is available 
on the morbidity and mortality. Recently a study carried out in 
two villages of Ghadchiroli district of Maharashtra showed that 
on examination of the women that as high as 92% of the women had 
one or more gynaeclogical or sexually transmitted diseases, and 
average was 3.6 disease per women. Only 8% of the women had 
undergone examination or treatment in the past. The study also 
found that there was a high prevalence of iron defficiency anemia 
in 83% and vitamin A deficiency in 58% of the women examined. 


(Bang R.et.al 1989) 


The above mentioned study brings out the stark reality of 
majority of the Indian women having a low social status, marginal 
presence in the market economy and not enough attention being 
paid to women’s needs, particularly in health... It has pir 
recognised that women face health problems througout ee ife 
cycle, starting from sex preferences in infancy, oo eee got 
in feeding practices, biological vulnerability wer ee 
reproductive period, the affects of repeated pregnancies, 


; a ritional anemia and maternal 
y blems such as nutri . | 
ee erity ie The only programs which are women oriented 


eteiity era ee a Health Services and Family Planning, where 
are - i 


LD 


a ‘gives an 
na ‘targets’ - Manisha Gupte g 
41d bearing women in 
experiential account hy oe as pena ‘a Varios 
Ge tucnt= fe. wopet ae be-listed as follows Lace 4 vers ous 
facilities like trained health functionaries, atten tee caer 
during pregnancy and labour, ante-natal care (ANCS) Services, 
transport facilities, competence at referal centres, availability 
of a sterile delivery kit, access to health care facilitis (This 
is applicable for most of the women), safe abortion facilities, 
rest before and after delivery, maternity benefits and finally 
lack of nourishment. (Gupte me 1969)} The various .programms 
which are there in the government health sector, aim at only the 
women between the age group of 15 - 45 years. Most of the women 
who do not fall in this category get deprived of the health 
facilities. In this context it is necessary to reasses the 
existing health system and programs with special reference to 


women. 


they are viewed 
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3. IMPACT oF DROUGHT ON HEALTH 


Around 29000 Villages 4 
n the Stat ; 
population and spread out ; o comprising 62% of th 
in 26 districts H 
Geosftioce sete) genet, tints Sole sty 16h "teed Bh 
degrees, but it was most districts in varying 


: acute in Marathwad i 
eek MRS g i V. Times of India, Apl. ri heses tc ee 
y eate severe shortage of drinking water, but “ee 


Me esto ite cae is fauna of vast stretches of land and 
. activity, thus drasticall ing 
availability of both food and employment pee eels = 


While the direct impact of drou 
reported incidents of spread oe cree ae tla oie 
Cholera and gastro-enteritis (Ghoshal §. I di Ex Sache ne 
1992) the indirect impact on hee a ee ee 
on health caused by the decline in food 
production and employment opportunities is especially important. 
Fetching water itself was taking away a considerable part of 
people’s time Since they had to walk for miles or stand in queues 
for the arrival of the elusive tanker. (Ibid) In several places 
people had to resort to digging pits on river beds and drink the 
dirty water. According to an estimate made by the Economic Times 
in May 1992 food output in Maharashtra in 1991-92 is likely to 
decline from 12,million tonnes in 1990-91 to 7.9 million tonnes 
i.e a decrease of 34%. (Gangadharan 5S e.t 21.5.92) 
Another report in £E.T. indicated a shortfall in foodgrains 
Brocuction of 43% in Kharif and 67% in Rabi. (Economic Times 
moe. 4.92) With the price of ration wheat and rice also increased 
this decline in production is sure to have hiked prices of the 
foodgrains in rural areas, thus’ lowering the food intake and 
nutritional levels of péople. Add to this the contraction of 
purchasing power caused by the decline in rural employment and 
we get the true picture of the rural populace being squeezed at 
both the demand and csupply ends of the market spectrum. The 


“market” of course is drought Proot . 


The lack of employment in many districts have forced people to 
migrate to places where work is available. For example there has 
been an increase of 35% in migration from Bid to Ahmednagar 
during sugar cane cutting season. But even in ee 
wasn’t enough work for so many and therefore they ended up bonde 


to the contractors from whom they had taken - secele a 
conducted by an N.G.O among these migrants at : ‘ba si 
migrant families had atleast 1 person fallen 11 can ap 
period of stay at the new work place. wai ocmeeen hye 
conditions could not be met at the places where they hac 


to (Agashe. A Times of India May 1, 19920 


occurrence of drought had generated a lively 


The almost decennial 
he i 


g the academics on the causes of 


discussion in 

drought and how it could be prevented. There was 4 general 
consensus that there should be a move away from sugarcane 
cultivation which consumes 60% to 70% of irrigation water and 
also that the practice of tubewell irrigating should be stopped 
since it was lowering the water table, thereby depriving the soil 
of its natural moisture and making it so much more aifficuie ge 
get recharged. Other suggestions were for proper programmes for 
water harvesting, using small check dams in place of the mega 


dams, afforestation and soil conservation. 


the press and amon 
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4 CURRENT ISSUES 


4.1 PRIVATE HEALTH SECTOR 


One of the main: issues which concerns the health System in the 
country is the role and functioning of the private health 
sector. In the lexicography of Indian €conomics, privatization is 
co : i 

health, private Sector is already the dominant oecede  MRar tees 
is talk of privatizing it further. (Anant Phadke, 1991) With 
regard to Maharashtra recently a statment was made by the chief 


Here we have used largely available data at the all India level 
Since we do not have much on the state level. Broadly, the 
private health sector consists of the general Practitioners, who 
include licenciates and RMP’s, consultant specialists, hospitals 
and dispensaries. It includes also private medical colleges, 
pharmaceutical and medical equipment manufacturing industry which 
are predominantly multi-national.There are also the laborataries 
which carry out tests right from blood testing to CAT scans. In 
India the share of this sector is between 4 to 5 percent of GDP. 
This share at todays prices works out to between Rs 16,000 crores 
to Rs 20,000 crores per year. (Ravi duggal,Sunil nandraj, 
Regulating the private health sector, MFC bulletin 173/174 


July/Aug). 


As regards utilization of health facilities, in the household 
health expenditure study in Jalgaon, Maharashtra, it was found 
that nearly 3/4ths of the illness episodes Were Pages by 
private practitioners ard hospitals, and only 13% of the eape 
episodes availed of government facilities. The utiliza on 
pattern also showed that private practitioner cn ee 
in rural areas (79.82%) as compared to urban areas (73. : i 
(Duggal R. 1989) In the household health miss pg or hgh : 
eta) OC trict Pas osx ae ieee Eeiacies 

ee ion was . 05% 2 
gel tate 6.88% Primary Health Centre and ee 
Ah hee cae In Kerala (KSSP study) in case of ghee gael 
33% oft the patients went to government health institu 


treatment and 66% to private héalth providers (Kannan 1991). 
Oa d 66% 


i S t a very 
; , after independence has been a 
The growth ere phi ey: been .unrégulated and unaccounted 
fast pace. iis 


: “ AT ic 1 practices, 
: ; - ‘ ational and unethica 
stribution, irratjon nin Ae 2rs are the 
shir eager it of care. General practitioners are 
and decline in standarc 
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health care services. 
systems’s, but mostly 
have brought out the 


provison of 
ned in other 
jous studies 


ctor in the 


5 sub-se 
ab penile joners trai 


; : it 
They include practl § 
oe te meme! oe them which is very ce 1 
irrational use of drugs ; ite well known,.so much so 
mera s is quite ons. 
of unnecessary ee re os doctor tela Siion injection . 
patients have come to © unnecessary es 


; are the 
Other common irrational practices The KSSP. study brought out 


ad and unnecessary surgery. rivate 

sending that a higher proportion]. cover sneae 
an section 

Mieepitals are . bysqesenartan» sec permitted to dispense 


‘ actioners are : ; 
hospitals. Though prac sed to make profit from it. 
medicine, ethically they are not suppos run a drug business of 


ly do the private practitioners , 
aged taking perhaps a higher profit rate than the medical 


stores, they also put to use their professional monopoly aA 

medical knowledge to sustain themselves in the business. au 
study done in Bombay it was found that on an average the monthly 
‘median income of a GP was as high as Rs. 16560. (Alex George, 
‘Earnings in Private general practice, mfc bulletin) Therefore 
'standardization of fees is atleast possible, even ensuring a 
|| reasonable standard of income to the doctors. 


The number of medical colleges has grown inspite of the Planning 
commission and various committees calling for a halt to the 
outturn of medical graduates in the country. Private medical 
colleges continue to mushroom all over the country and specially 
in Maharashtra. Many of them exist due to the political patronage 
they recive. Barring a few, many of the medical colleges do not 
have the qualified staff, equipment, hospital services to train 
medical graduates and are even not recognised by the. Indian 
Medical Council. These are mainly run as to buisness interests 
Education in these institutions is looked at more as a lucrative 
investment. 


With regard to hospitals & dispensaries, majority of them are the 
small nursing homes with bed capacity ranging from 5 to 30 beds 
ee poe Fas nei apartments, operate in unhygienic 
S oO asic 
ventilation, minitum equipment, a ee tg ae ars: 
aan facilities etc. (Duggal R. Nandraj S.'1991) R aeneae 
_2n tne premimer city of Bombay the ‘High court gondii é 


committee to go into the functioni 

; ‘Cioning of t : : 
homes when it found that they were functioni he hospitals/nursing 
manner , n& in an unregulated 


Se oe mportant devlopment in the 
Sab ovate medics) oa - there » 1g rapid prolifer ti 
Hospitals in 1983. ; entres, he’ trend was seamed a ion of 
declared a pia? be Pig ig 3 it has y Apollo 
(CMIE 1989) Preneneees “ti lakhs and declared a dividena 1988 it 
this field. ; ee Matiy buisness houses ettern 
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The private sector 

Plays a 
production of very dominant 

Newent eat che eget Mang of the socialite ees 
> One ecad : 

og ey ot the drugs Produced jin Ee Mn Ss brought out that 

. necessary and irrational. An acchcigins nesongeas: 

oportion 


of the drug business j 
Soghes | Sin Maharashtra, especially in and around 


The production of Medical i 
grown from Rs 2.5 crores th tote began in the 70’s and it has 


the earlier 
ats (CRI ae oe. years to Rs 19 crores in 
: is estimated that 80% j 
equipment is imported through the private ee (‘Eee ee 


1988) The increasing demand for hitech m 
edi i 

Pers from the estimates made by Bataderaticn tt te eee 
ndustries (CEI), working group in electronics for the 7th pl “a 
would be to the tune of Rs 900 crores for the plan peticd whi. 
with the background that millions of people in Indian have A 
access to basic health care. This high technology in medicine 
only leads to over-medicalization and high cost medical care 


Broadly, in the changing scenario of the economy people will have 
to raise issues of the efficency of the private health sector 
demand more accountability, standardization ot fees 
regulating the quantity and quality of medical service in the 
country. 


4.2 note of NGOs in Maharashtra 


NGOs have undertaken numerous activities in providing health care 
services all over the country. They have experimented and come 
out with innovative projects and models of health care delivery 
system. We appreciate the work done by them in trying to meet 
the health care needs of the people. At this particular juncture 
it is necessary to critically examine the work done so that we 
are able to address ourselves to the various issues raised below 
and have a meaningful discussion on the health status of people 


in Maharashtra visa vi role of NGO's. 


the: foremost, NGOs and the government have,never 
ped ee ake questioned the growth, role and functioning of the 
private health sector. They have tried to wish it away. In many 
of the areas where NGOs are operating we find the ort Ni 
practitioners thriving. The NGO’s have infact weaned read ~~ 
Clientile from the government health sector we iS oe i 
private health sector. The role and functioning 0 Stee 
health sector which is the dominant sector in the hea ie 


j text of the present 
ated, particularly in the conte 
Hae oe ae eee ation and privatisation in the country. NGOs 


pes are f the growing 
es u to the fact o g 7 
ae ae ae ge Re, Ps health sector, When the 
eet vents has become all the more keen to patronize them. 
a 21 
O* a 7 COMMUNITY HEALTH CELB 
oF 326, V Main | Block 
Koramengala 


¢ | y 
| e Bangalore-660034 
India 


been 
1 which has 
h primary health On8G ale aad certain pAgse 
the the hat. has to be 
¢ . ults tha 
implemented by . of approches and Saar that they ean 
clarifications in oe meee have denon = limited population 
achieved. ee: specific programmes fie under served and the 
ahve Pineluding reaching out %0 e of either change or 
cea ragae in groups, earth Go Pa ges tired of talking 
under priv acta which NGQs importante 
le’s participation, nnection it is imp 
Sake (Duggal R. 1988) In moar talked about primary health 
state that many of us have a lth care for the people. 
pate Bat never of an universal hea 
opounded that people are willing 
Many NGOs in recent years oS ey hoen used by the governeaaae 
Bo Py | aaa Be health sector. In spite 
to push fee-for-service Bese E we) taxes, they are forced to pay 
GF BOOP Ss 7 age ee due to the non-availability of 


j COL . 

fees in the private sec oi Dette: capeeta. ae 
i services from the pu ic ; 

Ge ioe cee The fees which is being paid comes out more 


often from the food a ee set ae due. to 
i country are alrea 

per pea justified that people should pay fees for Ke 
health services also? In this connection it needs to be pointe 
that an apparently progressive organisation like the KSSP has now 
etarted advocating for user charges on the justification that 
with more. resources the quality of health care can be improved. 
The public dissapproval of this suggestion was’ seen in the large 
demonstrations and Signature campaign against it when it was 
actually implemented by the present government. 


Secondly, 


In recent years the trend of the government is to contract out 
health services to the NGO’s. The government accepts the fact 
that their own health services are inefficient, bureaucratic and 
not able to provide health services etc. It has handed over to 
the NGOs the management of certain specific programmes, 
administration of some Primary Health Centres to name a few: Are 
the NGO’s right in taking this approach ? Is it not proper that 
NGOs pressurise the government in Providing more funds to the 
health sector and make it more, efficient, decentralised and: have 
an effective policy on’ health care. Along with this is the major 
question of the role and impact of the NGOs on the health sector 
Most of the NGOs’ work has been of a demonstrative nature rath 
than providing any large scale impact on “the State or Nati Pf 
level. The State ~ has ofcourse Picked up some si chee 
demonstrations which it ‘found Convenient Hav th O°s 
developed the social and political conciousnes - aurea 
Yalsing issues related to health ? ee PSone 


to have the. potential to ies together, if they want 


; network and de 
Universal health care sérvices as a EOE saute ae Provision of 
People and Which should be provided net eht of the 


on a priority basis. 


om CONCLUSIONS AND SUGGESTIONS 


The State of S 
achievement: in et astra Presents a picture of moderat 
erd of health care against the cor tank £ 
> ~ COT ie) 


remarkable economic dey 
oe elopment. 
has to be juxtaposed bgalnt ‘challle cee Grerell picutees 
intraregional disparities ae ee ttl -urben ae 
mnderstanding HE th oe Pe. ce) arrive at a more realistic 
1€ Situation, both iy + 
et ns ea Bees looment re ee .* health care as 
’ eneral. lac 
curative facilities in the rural areas We ir angR 2 S es 
geen: par i Oo form a piece with 
| Ove P ern of disparities The 
disparities will demand conscious political Biss ee onhtens 
: ; , Sor ction eyon 

it of clientistic politics which has enveloped the iter ex 
the last several decades. The inheritors of the radical 
traditions of the non-brahamin and dalit movements and the 
radical sections of the industrial labour movement can be 
expected to take up this corrective role some time in the future. 
But the awareness of these very sections on health issues has to 
be kindled. This 1S one area where N.G.O’s should apply their 
mind, to. For on their own the outreach or impact of NGO’s is 
not very large. 


This is .all the more necessary in combating the evils caused by 
the rapid and unregulated growth of private health sector in 
Maharashtra. Bombay and its large middle class social base 
offers a flourishing field for the capitalists and those who hold 
state power to advance all kinds of pro-market ideas which the 
apparent legitimacy of public opinion can be thrown back to the 
rural hinterland for operation through their clients. Thus, it 
is not just sufficient that the private health sector should be 
encouraged in the urban areas, some of the PHCs also should go to 
the private sector messiahs. But would these messiahs attend to 
the preventive and promotive aspects of health care which are not 
very lucrative? Even in curative care will they not introduce 
dual standards with the full legitimacy of the State? These are 


some questions to be addressed. 


le platforms should be created for bringing in 
in the chaotic growth of the private 
j i -charges, equipment 

health sector. Standardisation in fees, room-c 
igs other facilities has to be thought. N.G.O’°s who have a poe 
rasp of the technical details in this regard should take a te 
A Wadnoutine even the otherwise sensitive sections of pu c 


opinion about this matter. 


The broadest possib 
some amount of regulation 


STATR-WISE BCOROHIC PROFILE 
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nideomarmnamnnaweemennn nee Hadhya 
os cpanabamamaimaaaae se Mahara- India 
leads shtra Bihar Kerala Exige Pade? es Be 
cS ane 9405.30 «Ld 05.50 1.50 100.00 


t 
% Area of Country 18.70 86.30 29.00 66.10 20.00 843.90 


Population (in pillions) 1991 bed 01 067 
Density (per sa.kp.) 1991 a 12 
BOF Geiss Popatitlon 1991 38.73 13.17 26.44 23.21 20.72 28. 
Sex Ratio (Females per 1000 males) 1991 936 912 1040 932 838 929 
® of Literacy | 199} 63.00. 39.00 91.00 43.00 57.00 52.00 
% of Female Literacy "1981 51.00 23.00 87.00 28.00 50.00 39.00 
Dropout rates in class I-V "82- "87 42.10 65.40 0.40 42.40 39.40 48.60 
CHIE Index for co. Development 1987 : 119 48 | 105 68... 213; s«180 
CHIE Index for Infrastructure 1991 112 96 in” Ra 100 
PCI at “70-"71 prices (in Bs.) 1991 1099 = 482,— 639831852282 
4 share of Hanaf sector to SDP “80-°81 22.80 4.302.200 2.10 4.00) 100. 00 
P.C. Bank Deposits (in Bs.) 1991 4977 108) 2654 1170 4565 2362 
HG. Bank Credit/Advances (in Rs.) 19913801. 429570786201 a50 
Persons Working in Non-agl. Ent 1990 8703 2609-3139 48111751 godeg 
(figures in thousands) 
4 of main workers in non-agl. orkers 1991 40.28 = 19.38 = 61:98 = 24.63 43.86 35.10 
4 of ALL in main gorkers . 1991 26.91 3.0 oe eee 23.31 26.15 
i of cultivators in main workers 1991 32.81 43.41 19.38 S187 32.83 3875 
4 of fensle 4.L in total eain workers 199} 43.58 57.92 35.76 37.33 21.90 43.56 
4 of male A.L.in total main workers = 1994 18.75 33.02, 22.61 17.70 23.44 21.00 
4 of food crop cultn. in total area “86-"87 68.90 90.30 24.49 79.70 76.99 11.90 
a oe 
5 86-°87 12.40 36.70 14.89 15.60 91.30 34.49 
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HRALTH INDICATORS OF SELECTED STATES (Contd) 


Madhya 


(ol Bihar Kerala Pradesh Punjab India 


Annual I.R of Polionyelities R 1.40 ; : aT ee 
per 1000 children(0-4 yrs) p 1.30 
1981-82 

40 © 13.30 
Annual Neo-natal Tetatnus R 4.70 11.30 2.00 20.40 A 


Mortality Rate per 1000 hive 
Births (1981-82) (01-15 yrs) 


% of children taken Booster Dose 
of Polio and Triple Antigen 
(0 - 15 yrs) 1981-828 


Polio R 34.45 2.42 23.44 6.36 24.42 10.77 


Triple-antigen R 30.21 0.93 21.74 © 1.09 “SegS2ay 27758 


= - = SPO OS ee eS Ow we Ow we we we ie we or ole gs heb ae nies er ee a 
ww wm we ww mw ne eee ee ee ee eee tee 


Notes : R = rural, 0 = Orban, C = Combined. 
IR = Incedence Rate 
x = Booster dose by sector and state and all India. 
Pop.= Population. 


Source : (1) Centre for Monitoring Indian Economy, Vol. 2, States, Basic Statistics 
relating to the Indian Rconoay. September 1991, 


(2) National Immunization Programme. Series I, NIHFW Data - New Delhi, 
December 1988, 


(3) Sarvekshana - Yol. XIV, fo. 4, Issue No. 47, HSS Data, April-June 1991. 
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HEALTH INDICATORS OF SELECTED STATES 


Mahara- 

"a shtra 
Annual Birth Rate Bs ig 29.5 
per 1000 Live births 0 23.6 
1987-99 ¢ 01 6 
Annual Death Rate R 8.4 
per 1000 Pop. H 5.2 
1987-99 c 13 
Infant Mortality Rate R 64 
per 1008 Pop. t 44 
1990 C 58 
% of Infant deaths to total R 23.56 
deaths 0 19,34 
1981-85 ¢ 22.43 
Life Expectancy (in yrs) “81-"85 60.60 
Births Attended by qualified 46300 
personnel / institutions 1988 
Deaths Attended by qualified 58500 
personnel / institutions 1988 
Decennial Growth Rate 1931-91 25.43 
Maritial Fertility Rate 1988 & 159.80 1} 

0 13050 1 

¢ 152.90 1 


Statewise Immunization Coverage 
(0-23 wonths) 1986-87 


TT2 (Tetanus Toxid) 93.70 
DD2 (Diptheria Pertussis Tetanus 92.20 
OPY3 (Oral Polio Vaccine) 92.00 
BCG {Bacille Calmette Guerin) 98.80 
MSL (Heasles Vaccine) 23.70 


Bihar 


Kerala 


18 

16 

17 
9.25 
1.39 
9.47 
68.40 


91100 


74800 


14.06 


117.00 
120.90 
117.70 


Madhya 
Pradesh 


20.55 
22.45 
20.98 
63.10 


80600 


6900 


20.26 


168. 30 
152.60 
163.90 
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RORAL HEALTH INFRASTROCTORE IH SELECTED STATES 


Madhya 
shtra Bihar Kerala Pradesh Punjab India 


err 
we nweemerosrserr= 
www we ee ee we eee ee eee 


Average rural 5145 
Population served 
by 2 oC 


5065 4192 © 4264 4973 4576 


Average rural 29243 30060 23442 42967 6928 27168 


Population Served 
by a PEC 


ra 1.69 7.07 3.95 2.90 1.64 3.10 


Population served 
by CHO {in lakhs} 


Maximum Radial dist. 3.21 2.9) 1.52 3.42 2.34 = 2.76 
covered by a SC (in 
Kus.) 


Max Radial dist. 7.62 4.66 3.59 10.87 2.77 6.73 
covered by a PHC 
(in Ens.) 


Haximua Radial dist. 18.35 22.63 14.78 28.93 13.48 22.81 
covered by a CHC 
{in Kus.) 


TT Ce eee SSeS eee reo we wesw we --= -<- 
- Te Seem eee enews awe ce 


Hote: S-sub centre, PHC - Prinary Health Cent : 
Health Centre. entre, CHC - Community 


Source : furs] Health Statistics in India, MHFK GOI 
» MHFR, , New 2 
Harch 1992, (Figures are provisional), otis 
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HEALTH [MFRASTROCTORE IN SELECTED STATES 


Hahara- Hadhya * 
shtra Bihar Kerala Pradesh Punjab India 


Ro. of Hospitals 


% rural 11.80 25.50 79.44 22.93: STE 
% govt/local bodies 28.23) 81.54 7.74 100.00 © 85.28 43.24 
% Private 1.77) = 18.46 = 92.26 - 14.72 56.79 
Total (actuals) 1881 298. 2053 362 265 = 9663 
Ho of Dispensaries 

% rural 9.22 96.25 70.94 76.16 85.58 45.12 
% govt. 17.03 100.00 2.69 100.00 99.23 42.46 
% Private 82.97 - $731 - 0.76 57.52 
Total (actuals) 9135 427-1748 365 1567 27031 
Ho. of Beds (per 1000) 

% rural 5095.77 32624.01 519.70 24196.20 1595.99 6189.82 
govt./local bodies: 1348.38 3803.98 985.28 2963.34 1103.87 2239.71 
% Private 2132.71 15595.89 655.06 5323.17 4901.51 


Total (actuals) 95326 © 28233-73789 22318 = 22084 «= 5.4926 


we ww ww a a we a a ee a ee eet eee ee mee eee eee eee mere ee 


Source : Health Information of India, CBRI, DGHS, GOI, New Delhi 1990. 
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PLAN EXPENDITORES IN HARARASHTRA 


we www ewer rrr 


h 6th 
d 3rd 4th 5t 
te :. af Plan Plas. Plan Plan 


as ee ee er ewe ener 
ee eee nm eww er ee eee ren 
ee ee eee 


1, Agriculture & Allied Services 16.94 


2. Co-operation 


3. Irrigation & Power - 27.67 31.18 

. Industry & Hines | 23000283 33.83 
5. Transport & Communication 8.98 9.8! 8.61 8.07 8.27 6.46 
6. Sclentific & Technical Services e. - - ong 0.01 
1. Social & Community Services 46.44 25.87 20.54 20.76 16.09 18.85 
8. Econonical, Social Welfare Scheaes 2 - * = 0.07 
9. Others” - 1,40 0.04 0.40 5.69 3.06 
10. Total Plan Expenditures 147.1 2263.0 4347.3 10045.1 26601.3 5493.9 


{in millions of Rs. } 


Hote : All figures except totals are percentages, 


Source : Statistical Abstract of Maharashtra State 1986-87, State Planning Commission, 
Directorate of Economics and Statistics, Govt. of Maharashtra, March 1991, 
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HEALTH AUMARPOWER IK SELECTED StATRS 


(1981) 
Type of Medical Mahara- Madhya 
Practitioner shtra Bihar Kerala Pradesh Punjab India 
Allopathy 
% rural 24.28 = 34.56 78.88 = 22.45 40.48 28. 46 
Total 31964 = 10802 «7774 = 10697 9544 209511 
Ayurvedic & Onani . 
% rural 44.85 64.21 76.46 55.65 48.96 55.54 
Total 6272 3068 7826 7917 = 5039-70414 
Homeopathy 
S rural 52.563 69.42 75.45 36.13 36.36 57.29 
Total 2300 $117 3393 1251 462 63714 
Not Elsewhere 
Classified 
% rural 38.00 78.23 82.23- 47.26 19.51 59.68 
Total 1808 1139 1133 1623 123 43827 
Total 
% rural 29.490-* 53:58 17.61 37:36 42.96 - 4098 
Total 42344 = 24126 «20126 «= 21488 »=—-15165 373853 


Source : Census of India 1981, General Rconomic Table, Series I - 
Part III-B. Census Commissioner, GOI. 


REGISTERED PRACTITIONERS IN SELECTED STATES 
As per various councils 


Type of Medical § Mahara- Madhya 

Practitioner shtra Bihar Kerala Pradesh Punjab India 

stivsatie Oe 41035 23450 15568 8526 24615 331630 
1987) 

Heed 30852 34706 11662 27827 17166 264800 
1985 

halt 13444 21572 4571 «5384 6062 131091 
986 

fat 535. S474 57 221 5606 28715 

(1986) 


Wote : Data with regard to Madhya Pradesh is due to under 
reporting by the respective council. 


Source : (1) Indian systems of Medicine and Homeopathy in India, 


Planning and Evaluation Cell, 4.H.8.¥, on wee 1986. 
(2) Health Information of India, CBHI, DGHS, GOI, ; 
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CATION AND DRUGS DEPARTHENT 


ELIEF, D0 
res HAHARASATRA 


1990-91 {Actuals) 


Summary % to Totals 

1. Medical Relief ar 
Urban ae 

Rural 
2. Medical Miniaiter: Training & Research . 22.70 
3. Direction and Administration 0.42 
4, Euployee State Insurance Scheme 24.62 
5. Others | ege® 
109.00 

Total Rs. 1608.93 pillions 


Hotes : (1) Percentages are to total expenditures 
(2) Totals includes plan & non plan expenditures. 


Source : Civil Budget estimates 1992-93 Part B, 


Nedical Education Drugs Dept : Dept. of Finance, Govt. of 
Maharashtra, 1992. 
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RATIOS OF EXPEXDITORE ON VARIOUS HEALTH PROGRAMS IN SELECTED STATES 


ae 2 a ei tee tbs aie eel 


Nahara- All 
a oe Year Punjab shtra Kerala 4.P. Bihar India 
Rev. Exp. on health (-water 1971 7.25 7.64 7.03) 4.73888 6.11 
supply) per capita (in Rs.) 1985 37.36 «= 35.62 36.02 21.69 13.16 31.91 
Rev. Exp. on health as % mit, 7.22. §.38 O46 See €.83 3.84 
of total Govt. Exp. (in %) 1985 7.21) 6.31 8.50) 6.45 5.43 3.47 


Rev. Exp. on Curative Services 1 A | ile ys ie Wee 87) 2.28 
per capita (in Rs. per capita} 1985 19.66 8.78 18.87 8.49 6.66 12.02 


Curative Exp. as % of total 1971 35.64 28.92 58.27 29.68 30.31 | 37.29 
Health Expenditure 1985 52.62 24.64 52.39 39.13 50.83 37.66 
Rev. Exp. on Diseases Programne,. 1971 4.86 1.4405 80 43 .83 
per capita (in Rs.) 1985 4.03 6.89 1.84 2.69 1.59 3.99 
Disease Prog. Exp. as % of 1971 25.66 18.87 .76 16.94 15.06 13.63 
Health Exp. 05 «6:10.78 «3=619.35° “Sr eee e197 
F.P. (-HC#) Exp. as % of total pre. 12.62 12.08 17.02 Gee eat 6168 
Health &xpenditure ieed_ 18.12 17.20 16.36: “Soe ee iek? 46.23 
Medical Edu. Exp. as % of for, CTE OR ee ee 
Health Expenditure — 1985 8.32 6.44 9.01 4.53 5.92 8.92 
Rey. Rxp. on Water Supply oe) U6 CUS OI ee eS 


and Sanitation per capita (in Rs.) 1985 11.34 1764 5.40 13.77 3.44 = 9.02 


ed 
ee 


: State Sector Health Expenditures. Ravi D., Sunil N., Sahana S. FRCH, 1992, 
‘aul Original Source (.¥.R.A, Comptroller and Auditor General of India, GOI, various 


years. 
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RE 
AMTLY WELFARE SXPEDITO 
; MAHARASHTRA 


1990-91 (Actuals) 


Expenditures under Selected Services 


Rural Family Maternal & 


Welfare Child Health 


Items Services Services. 
Direction & Adninistration 9.39 Salaries 76.29 43.90 
Riis 3.41 Travel Expenses 4.74 3.34 
Rural Farily Welfare Services 23.25 Material & Supply ‘1.76 44.70 
Urban Family Welfare Services 5.90 Others ; Negt 8.03 
Maternity & Child Health | 

Services 18.59 
Transport 0.83 
Compensation 17.64 
Hass Education 0.95 
_ Selected Area Prograns 5.35 . 
Other Services & Supplies 13.34 
Other Expenditures 135 
100.09 100.00 i000 
TOTAL 644.71 TOTAL 149. 89 119.85 


Hotes : (1) Totals are in Rupees Billions 
Ht ae includes plan & non plan. 
xcept totals all other figures are ercent 
(4) B Travel ‘includes POL and motor a aa 


Source : Same ig for Public Health. 
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PUBLIC ARALTH EXPENDITORE 
HAHARASHTRA 


emt 
TSO Ree Remon we 


ee eA Rae 0 a oo a wo we em sn enon cap din iat 


Sumnary of 


Exp. on Prevent 
Public Health Exp, reveation & 


Expenditure und 
Control of Diseases : 


Selected Programmes 


dead Filaria Malaria Cholera Leprosy 

ae Control Control Coutrol Contro} 
Direction & 43.40 Filaria Control Prog. $1 Salaries 74.00 66.66 86.21 18.87 
Administration 

Malaria Control Prog. 60.27 Travel Expenses 3.65 2.89 3.87 7.93 
Training 0.18 

Cholera Control Prog. 3.06 Materials & Supply - 20.53 7.82 4.4 
Minimum Needs Prog. 19.04 

Guniea Worm Control Prog. 0.31 Others 22.33 9.90 2.08 8.80 


Preventions & Control 


of diseases 34.97 ' Leprosy Control Prog. 21.06 


Manufacturers of Sera . 


B.C.G. Vaccination & TB 


and Vaccines 0.14 Control Prog. 10.00 
Public Health Goitre Control Prog. | 0.04 — 
Laboratories 0.91 ; 
Others 0.04 
Pablicity 0.23 
Other ial tei ai 
100.00 100.00 100.00 100.00 100.00 100.00 
TOTAL 1767.13 TOTAL Rs. 617.99 TOTAL Rs. 31.56 372.51 19.03 a 


~ ted 
i 


Hotes : (1) Totals are in Rupees aillions. 
(2) Except tote) all other figures are in percentages. 


Source: Civil Budget estimates 1992-93, Public Health, Dept. of Finances, Govt. of Maharashtra, 1992. 
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SOCIO-ECONOMIC PROFILE OF DISTRICTS 
IN MAHARASHTRA 


Avg size Road 1 of 


oes cao» as esha naman matinee tlaeediihitaes . CNIE index 1 of fea 1 of wal 
Sex ratio ag] labr of optn length per Electrifie 


LAgl of Cultv 1% of ‘ 1 labr 
Labrs in in gain Non-agl = fee agl ° ag : 
ain wrkrs = wrkrs labrs in labrs per devlopment in ani Silas papier 100 sq kas d villages 
F * aors ‘ of 
eee es ee agai. A908 Re ARS RE 4890. 
REGION 
Konkan 
Greater E 
Bombay 10 rp! 99.79 436.57 1138 ee 08 Bu! et 100.00 
Raigarh 17,74 45.16 S710 SOaF ou 0 24,42 13.87 1,62 é2 160.00 
Ratnagiri © 9.85 63.79 26.36 = 1441.96 47 11.47 8.37 peau 53 190.06 
Sindhudurg 11,64 SPo29 29.07 754,20 ee 10,94 2.08 44 100.06 
Thane 9.98 20.40 59.42 932.25 188 PO veh 8.64 1.94 . 48 100.06 
Nasik 
bid 26.66 2520: WO leeY oe 132 37.36 Laks 2.78 ad 199.00 
: ; e 39.4! ey 22.58 1178.60 72 50,44 28,14 2.0 38 100.00 
bls lee : vols 25.61 1042.48 100 42.84 33.84 2.08 a7 109.00 
5 24.19 43.33 32,49 99 37,22 16.40 2.98 68 100,00 
Pune . 
Kolhapur 50 990045.53 037617 4007.34 
Pune 1,23° 3137 $4.40 4953-40 a oS ee ce ee 
hae i 54. 53, RE.L26. 32 9.03 
a oe 43.86 31.87 "879.32. 0141.37 19,90 oe | : ue 
- 36 49,95 28.89 g79N 1 Le ne et oh ge 
olapur Bh 3380 3499 Yg04 97 Gb © 4.35 bet yy eae 
cae 3 9.40 23,29 3.70 b2 190.06 
a ; 
Aurangabad 2847 Rif 
Og 50.42 1303.4! x 
Heed z e F Oe 90 43,40 
rie: = 49.25 20.13" 1095.33 62 3 a = : ae 40 100.00 
=> 46.65 17.62 1248, 28 7 en 2.9% 42 100.00 
Latur So 22 39 5h 44°99 49.70 26 9? z 09 
Nanded es a ee 1090.74 54.07 2953 cs 29° 100.00 
Osnanabad Pee. re | see G7 sa A id 
Parbhana 41.40 39.44 86 1192.48 5 40.49 30.09 — 3 100.00 
44. 19.49 1424.79 4? 57.19 ee 3.83 4 100.00 
Amravati B hid 3.01 43 100.00 
Akola 90.92 
haravati 5 26.18 22.90 1045.43 iB as +3 
52.41 21,41 70.14 3 
B , 26.18 929 92 iS : S744 7s . 
uldhana 43.56 39,03 7.83 93 75.45 = . 100.00 
Yavataal ze ps 7.41 $159.44 Se 49.90 2.77 - ; 
CPG hit ane 2 56.28 34.54 , 5 100.00 
oe _ CS ae es 34 100.00 
? pit 37 100.00 
Bhandara 37,53 * 
Chandrapur 35.49 ee 27.22 $184.54 72 
Badchirol i WS i, wean fee? 1392.55 “Sieh gar 1.49 : 
Nagpur 24,04 gh 15.26 1249.59 y 55.76 23.78 “ uz 100.00 
Wardha rhe pa me 1 no Ooh 20.97 9 4 3 100.00 
Ao hth opel ABH 15.29 S14 17 400.00 
33 66.46 34 44 ti > 100.00 
of§ ba 
ws 100.00 


SOCIO-ECONOMIC PROFILE OF DISTRICTS 
IN MAHARASHTRA 


eae we eh ewe et 


Area in sq % of State Population Density 


Decennial % of Urban Sex rati 
kas area x ratio Estimated Estieated 1 Main 
per sq ke ea pop litreacy 1 fea lit 2 workers in 
ae L992 4994 4 hate 
Tene nnn ew ne meena naman 994. "$443 49q4 pop 
eet ——— Bh. wee. 4994. 1901. sae 
Konkan 
Greater 
Bombay 603 20 9909547 {6434 20.21 100.00 B19 87.98 19.47 34.67 
Raigarh 7149 2.32 1814628 254 22.98 17.94 i912 65.14 53.5 39.59 
Ratnagiri 13054 2.68 1539416 182 11.59 8.97 1214 44.5 5419 3 
“Sagal 73 \ 70 830726 140 6.3 7.60 1140 21.44 72.42 35.97 
hene 9558 3.tf 5226709 547 55.95 b4.74 830 71.20 49.38 36.97 
Nasik 
Ghaednagar 17048 §.54. 3362359 197 23.96 15.42 952 69.94 45.81 42.51 
Dtute 13150 4.27 2529346 192 23.3 26.53 959 51.07 38.4! 39,93 
Jalgoan 11765 3.82. 3183934 271 21.60 27.42 942 65.35 50.96 40.18 
Masik 15536 5.05 3844525 248 29.56 35,92 94f $1.99 49,28 41.33 
Pune 
Kolhapur 8047 2.48 2974352” 387 21.05 26.40 966 69.65 55.36 38.45 
Pune 15442 5.08. 5511457 352 32.34 50.7 936 3.05 61.25 37.15 
Sangli a572 DIR CET 255 19.83 22.84 bb 65.66 52.17 36.46 
Satara 10434 3.44 2445000 233 19.93 12.94 1035 59.03 55.04 36.20 
Sclaper 15017 4.83. 3224034 216 24.57 28.8! 934 54.99 41.93 38.74 
furangabad 
AGAT 7 7% ee | 5 38.79 39.97 
4 16305 3.30 2209476 219 B90 32.78 924 56.14 3 
Aurangabad 3 : : yi ; 170 28.70 17.94 947 43,47 31.64 41,70 
Heed 11085 3.45 191949 7 28. . 
2 362544 177 32.26 16.92 958 44,68 26.55 44,07 
Jaina 2.47 1362544 ae A 9.30 
estur 2.40 1673070 234 29.41. 20.42 - an ie ce: 
ended 10502 3.41 2326100 274, 32.97 21.71 94) 46.93 30. F 
Fsissi0 -447t0 2.44. 1271870 168 23,52. ad mi 53.72 38.29 ANAM 
arvhani 12561 3.59 2144770 192° 28.74 ~=—-22,50 952 46.19 28,57 42,18 
Amravats 
Tad 9 + . 72 
ve 2 m9 209 44.02 29.48 940 3699 33.02 Al, 
Akola 10575 spe eet ‘a 19.65 33.0! 938 1,72 $2.38 40.30 
har avati 12242 ee <antits 195 28.70 ~—=—«Oa63 985 60.72 A513 44,75 
Idhan 9641 By ov v zs , 1 of 7 5 3 5 
2. 7098 4.4t 2973708 5319.36 AY.2 ye <a 
o:.% - AVE ee 
ye 
3.15 999 4.27 51.50 5.48 
9212 2.99, 2103276 226 14% pbb = 7,34 213 
snandara j Pip jee 24,94 8,04 949 9,72 47.3 
tog 25923 3.41 1788950 oe eee : 97 42.87 28.71 45,59 
andr apur . a) 795626 6s 23,27 9.74 t 2. ; 
tadchiro) ps ats 1 1 hi PX 16.03 66,58 35.90 
Gadchiroli 9931 3,73 3279687 $22 26,69 s e = 7 80 43 7° 42,33 
Nagpur oe c c ? } Jet ‘ 
“al 6310 2.05 1065589 1918.00 on nt 


eens 


t 
Sources for Socio Rcononic Profile of Districts in Maharshtra 


(1) Census 1991 - Paper 2, Series 1, Provisional re 
Totals : Rural - Orban Distribution, RG, CCI - ; 


(2) Ibid, Series 14, Paper J. Provisional Population Totals : 
Rural - Urban Distribution, RG, cl - $991. 2 18 

(3) Ibid - Series 1, Paper 3. Provisional Population Totals: 
Rural - Orban Distribution, 86, Cul - 1991. oattag , 

(4) CHIR - Centre for Monitoring Indian Economy - Dist. af 
Data for Key Sconomic Indicators with 70 maps, Nov. 1987. 

(5) Ibid - Economic Intelligence Service Profiles of Districts - 
July 1985. 

(6) Statistical Abstract - 1986-87 of Maharashtra, Directorate of 
Economics & Statistics - Govt. of Maharashtra, Govt.Press, 
Nagpur 199}. 

(7) Selected Indicators for Districts in Maharashtra and States . 
in India, 1988-89 (Aug. 1991). 


Note : % of total forests is got by dividing total forests by 
total area of district. 


Pop = Population 

x =(MIE Index of Economic Development. 
fem =Female. 

Ag) Labrs -Agricultural Labourers. 

Cultv =Cultivators, wrkrs -workers. 

Avg =Average, optn <operational. 

SC =Schedule Caste, ST =Schedule Tribe. 
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SOCIO-ECONOMIC PROFILE OF DISTRICTS 
-IN MAHARASHTRA 


1 of sc 1 of ST 1 of 1 of Avg 
popn in = popn in - neo-buddhi Forest vill 
State 2 sts sl 
State se > popn 
worn aaeen-------- {a CT? es ae Sy 
REGION 4 
Konkan 
Greater 
Borbay 4.04 1.02 5.7 8.62 
Raigarh 1.89 12.80 46° 23.95 499 
Ratnagiri 1.09 1.94 6.0 CASS 907 
Sindhudurg 4,94 86 1052 
Thane 2.50 21.76 3.7 42.48 1068 
Nasik 
Ahmednagar 10.62 §.93 y 11.09 1568 
Dhule 4,18 40,33 1.7 34.24 1088 
Jalgoan 3.89 8.25 4.4 16.77 1329 
Nasik or 7 25,95 3.4 21.84 1185 
Pune 
Kothapur 12.23 1.04 1.0 21.88 1584 
Pune 7.54 3,98 errs 13.21 1251 
Sangli 11.16 285 2.3 5.83 2030 
Satara 4.21 64 5.1 15.29 1251 
Solapur 14,33 1.96 1.8 2.90 1664 
Aurangabad 
Aurangabad Su 3.68 V9 6.03 953 
Reed 11,17 97 a7 1.95 975 
Jalna 6.59 1.96 948 
Latur 16.43 2.68 1236 
Nanded 11.30 10.19 9.8 ‘2 998 
Osmanabad 14,07 1,88 4.3 38 1278 
Parbhani 8.77 4.60 11.9 2.96 926 
Aaravati 
Akola 5.51 4.28 16.2 63 888 
Amravati 5.96 12.98 11.9 30.67 176 
Buldhana 6.18 4,40 12.4 16.13 ae 
Yavatnal 4.95 21.30 8.6 27,33 $43 
Nagpur’ 
Bhandara 9.75 16.22 *.0 cae be 
Chandrapur 6,39 21.07 9,8 71,59 me 
Gadchirolt 6,84 ler od 8. 30 578 
“Nagpur 7.03 eine hie 197 : 
wie 3.95 15.39 18.7 es - 


GROWTH OF PRIVATE HEALTH SeCTOR IN INDIA 


ee ad 


Peper: CO ee. - ee et 
a 19 
Practitioners (1942-43) pie bo 85% 
All systems 12-6% 

1986) 

Medical Colleges et ie 
Allopathy J, 554 
Ayurvedic 64 Th 
bee 15.2% 
Homeopathy 

(1974) (1988) 
Hospitals 18.6% ns 
Dispensaries (1981} 13.8% ee 
Beds 21.5% | 29. 
Drug Production (1974) ne 
Bulk drags 64.9% 
Formulations 95% 93.3 (1989) 
Inports of Medical Equipment (1977-78) (1986-87) 

941.20 lakhs 6500 lakhs 
Source 


Bhore Committee (1946) Report of the flealth Survey and Development 
Committies. Yol. IV, summary, New Delhi, Govt. of India. 


 Bstimated:Private Sector and Privatisation in the Health Care Services. 
Dr. Jesani &. with Ananthram $. FRCH, Aug. 1990, 


Heal th statistics of India, CBHI, G0] relevant years, 


a of Medical Education in India, Association of Indian University 


Indian System of Medicines and Homeopathy in India : 1986 published by 


ae and Rvaluation Cell of Hinistry of health and Family Welfare, New 
elhi. 


Health Information CBHI, GOI, various years. DGHS, GOI 1981. 


Dinesh Abrol and Anitava Guha - Production Price Cont j 

3 una ; rols, The Achil] 
of National drug policy in ‘Drug Policy in Drug Industry and tie tle 
People’ ed. Dr. Amitsen Gupta, Delhi Science Forum, 1986. 


CRI, Handbook of Statistics 1998 undated. 


AL 


HEALTH INFORMATION At THE DISTRICT LEVEL 


“een ee 
Tee wm ewwewncon 


Districts  EORPORE ee 0 
afoctive Diarr- Vonetioe Weatitce. Usanitesi, our 4c oe. 
Betis honk ne on-. Hospitals PHC Mo: of Rural Popula- 
a ing SC ing CHC ae tion served by 
eee! 2 ovt. } Sc PRE 
Raigad UR eT 
Hy ME ; 
Ratnagiri ee eae J 3 49 5401.83 30426.65 
Sindhudarg i ee ; 3 64 3757.02 2189.38 
Thane “ ae “ { 2 36 3120.35 21399 38 
Nate Be ae 456 13 4 12 4041.74 25597.68 
pepe a 12 3 69—6504.95 29130.93 
Jacik pee a a . Ren § 6162.08 33489.55 
14 2 18 SATL.8 
a ee 
53 5948.40 
miss u KE ME 67 q ; 65 6351.93 np 
Satern KE LE 308 12 3 63 6958.85 3380011 
turangaa i f mt us 1 { 40 5988.39 37128. 00 
? 8 2 M1 $920.14 36387.20 
oe LEO ME «189 5 30 6698.38 37734.20 
a : i 31 y 6 52 $501.59 $5019.75 
1 3 
Osmanabad LER HE 204 6 eer fone 
Parbhani HE OME HE 340 3 44 4820.24 37247.27 
Akola ME OE HE 4326 8 3 48 4836.93 32850.83 
Anrayati HE NE HE 285 9 4 50 
, | 5191.59  29592.06 
Buldhana LER HE (364 1 5 42 4102.65 3556.31 
Yeotnal 4B OME ME 354 i! 5 $4 4849.74 3179276 
Bhandara LE OLR HE «426 i ; 61 4288.16 29946.85 
Chandrapur HE OA LE AL 9 1 58 4611.86 © 21946.10 
Gadchiroli “ECU LE (268 1 ! 34 2706.45 1094.41 
Hagpur He OAR ME (300 8 6 39 4171.85 32091.13 
Wardha ME OLR LE «dG? 5 Q 24 4827.60 32586 -29 
- < 10 = ~ si 


Greater Bombay - - - 


Se da ead ee nw we en ae Cee OE Se SoS SSS ETE ROSE SNS SR SSSA SSE Se ee Temes eee 


Hotes : ME = Moderately Endemic, LE = Low Endemic, HR = High Endemic, $C = Sub-centre, 
CHC = Community Health Centre, PHC - Primary Health Centre. 


Source : Health Directory, DHS Govt. of Maharashtra 1990. 
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